Acute Arteritis with Digital Gangrene B W Pay MB MRCP (Battle Hospital, Oxford Road, Reading, RG3 IAG) C W, man aged 48 History: In November 1971 he developed painful swollen ankles and painful knees, followed by the appearance of crops of pinkish papules mainly on the calves. These quickly became purple. Fingers of both hands felt numb and dead. No drugs or injections were given before the onset of symptoms. On examination: Feverish (T37.6°C). Throat ulcerated but painless. Fingers cold, pale and bluish, with sensory impairment, and skin of hands mottled. Polymorphic lesions on both legs, some pale and flat with a hemorrhagic edge. others swollen, frankly purpuric and showing blistering (Fig 1) . One or two tender subcutaneous nodules on back ofthighs, not discoloured. Urine, ECG and chest X-ray normal. Histology: Skin biopsy ( Fig 2) showed intense necrotizing arteritis of medium-sized vessels in mid-dermis, with fibrinoid, intimal proliferation W, i:--e:''el;=wek:.:*:;i_i;}.;oii:uR.z.sn~~~~~s:1: :.::. .:::: .::::.:&b: .:9 S.. and polymorph infiltration. Leukocytoclasis present but not prominent. Capillary vessels unaffected. Muscle biopsy showed only small vessels; these were normal. Treatment: Intramuscular penicillin G. Prednisolone 20 mg six-hourly. Progress: No new lesions appeared after beginning steroid treatment, and temperature and ESR quickly returned to normal. Nevertheless the fingers rapidly became gangrenous (Fig 3) requiring multiple amputations, and the larger leg lesions broke down to form necrotic ulcers, later needing skin grafting. No evidence of renal disease, significant hypertension or visceral lesions appeared. Steroids were finally withdrawn after two years. The skin lesions corresponded closely to textbook illustrations of the group of conditions described as allergic vasculitis, hypersensitivity angiitis, or leukocytoclastic angiitis (Braverman 1970 ). Braverman preferred the last name because it conveys no, perhaps unjustifiable, implication as to the cause. In this patient it would appear that rather deeper and larger arterioles than usual were mainly affected, resulting in the dramatic gangrene of the fingers. Biopsy material was inadequate to exclude polyarteritis nodosa. Cutaneous polyarteritis nodosa has been described by Borrie (1972) and in his series the characteristic lesions were recurring monomorphic subcutaneous nodules, often on a background ofwidespread but patchy livedo reticularis, and the course long and relatively benign. The clinical picture in our patient did not resemble this description.
The origin of the illness remains obscure. A relation to the hemolytic streptococcus grown from his throat could not be accepted without reserve, for the organism was found relatively late in the course, and there was no accompanying rise in the antistreptolysin-O titre. Early antibiotic treatment might, however, have modified the situation.
Crohn's Disease in the Elderly Ian Hutton BSC FRCS (for Harvey B Ross MS FRCS) (Royal Berkshire Hospital, London Road, Reading) E M, widow aged 66 History: 1967: Episode of rectal bleeding; barium enema showed extensive diverticular disease of distal colon.
October 1972: Further rectal bleeding, diarrheea and weight loss led to hospital admission. She was found to be anemic, with a raised ESR. A further barium enema examination confirmed the presence of diverticular disease, with contraction of sigmoid colon. On sigmoidoscopy the rectal mucosa appeared markedly inflamed, and bled when touched. While in hospital she developed shallow perianal ulcers and a posterior anal fissure.
Intermittent rectal bleeding continued. On admission in December 1972 she was anmmic and febrile, and a tender mass could be felt over the sigmoid colon. At operation the colon was found to be inflamed from the splenic flexure to the upper rectum. The diseased segment was removed with colorectal anastomosis, and a defunctioning transverse colostomy was carried out. Histology of the specimen showed mucosal ulcers with a chronic inflammatory cell infiltration. A rectovaginal fistula developed soon after the operation, and barium studies revealed a large abscess cavity at the site of the anastomosis. Further biopsies taken at this time showed no definite histological diagnosis.
Slow healing of the abscess left a high rectal stricture, which was resected at a further operation. This procedure was complicated by purulent discharges from the operation wound, rectum, vagina, drain site and colostomy.
Endoscopically the rectal mucosa was grossly cedematous, and a further biopsy showed the histological appearance of Crohn's disease.
Her response to treatment with azathioprine and antibiotics was excellent, and her fistule have now healed.
Discussion
Left-sided colonic Crohn's disease appears to occur in older women (Lockhart-Mummery 1972) . A period of six years elapsed in our patient between the onset of symptoms and diagnosis, and this illustrates the difficulties in differentiating between Crohn's disease and diverticular disease when they coexist (Schmidt et al. 1968 ). To distinguish between the two is important, as patients with distal colonic Crohn's disease may fare badly when treated surgically. Poor progress may be the first indication of misdiagnosis (Hoffman & Rosenberg 1972) .
Abdominal pain, diarrhoea and a mass are common in both conditions. Small amounts of blood in the motions are typical of Crohn's disease; the bleeding of diverticular disease is relatively infrequent and severe. Systemic manifestations of Crohn's disease may be found, such as uveitis, arthritis or erythema nodosum, and anal fissure, fistula and ischiorectal abscess are common.
On barium studies, Crohn's disease often affects a long segment of bowel, with so-called 'skip lesions'. Mucosal ulceration is common.
Fissures are deep and spiky, and there may be an anal lesion seen. The terminal ileum may be affected. Diverticular disease, in contrast, is often confined to the sigmoid colon, the mucosa is intact, and a folded pattern is seen rather than fissuring.
If the rectum is inflamed at sigmoidoscopy, then Crohn's disease is more likely. Mucosal biopsy, however, may be misleading, due to uneven involvement of the bowel and variations in histological appearance in one specimen.
